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 S 000 INITIAL COMMENTS  S 000

This visit was for the investigation of two (2) State 

complaints.       

Dates of survey:  09/08/14  through 09/09/14 

Facility number:  004975

Complaint numbers:

IN00153537

Unsubstantiated; lack of sufficient evidence

IN00150616

Substantiated; deficiency related to allegation 

cited

Surveyor:

Jennifer Hembree RN

Public Health Nurse Surveyor

QA:  claughlin 09/25/14

 

 S 930 410 IAC 15-1.5-6 NURSING SERVICE

410 IAC 15-1.5-6 (b)(3)

(b) The nursing service shall have the  

following:

(3) A registered nurse shall supervise  

and evaluate the care planned for and  

provided to each patient.

This RULE  is not met as evidenced by:

 S 930 9/9/14

Based on document review and interview, the 

facility failed to ensure a registered nurse 

evaluated and supervised the care provided by 

failing to ensure showers were given according to 

schedule for 6 of 6 patients (patients #5-10).
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 S 930Continued From page 1 S 930

Findings include:

  1.  Review of patient #5's medical record 

indicated the following:

(A)  He/she was admitted on 6/1/14 and 

discharged on 6/5/14.

(B)  The medical record lacked evidence that the 

patient was given a shower during his/her stay.  

(Per review of shower schedule, he/she would 

have been scheduled for a shower twice during 

the stay.)  There was no indication documented 

by nursing as to why the showers were not 

completed.

2.  Review of patient #6's medical record 

indicated the following:

(A)  He/she was admitted on 5/26/14 and 

discharged on 6/24/14.

(B)  The medical record lacked evidence that the 

patient was given a shower per the shower 

schedule during his/her stay.  The record 

indicated he/she was given a shower on 6/3/14 

and 6/24/14 only.  There was no indication 

documented by nursing as to why the showers 

were not completed.

3.  Review of patient #7's medical record 

indicated the following:

(A)  He/she was admitted on 6/2/14 and 

discharged on 6/16/14.

(B)  The medical record lacked evidence that the 

patient was given a shower per the shower 

schedule during his/her stay.  The record 

indicated he/she received a shower on 6/3/14 and 

6/10/14 only.  There was no indication 

documented by nursing as to why the showers 

were not completed.

4.  Review of patient #8's medical record 

indicated the following:
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 S 930Continued From page 2 S 930

(A)  He/she was admitted on 8/26/14 and was a 

current patient.

(B)  The medical record lacked evidence that the 

patient was given a shower per the shower 

schedule.  The record indicated he/she received 

a shower on 9/8/14 only.  There was no indication 

documented by nursing as to why the showers 

were not completed.

5.  Review of patient #9's medical record 

indicated the following:

(A)  He/she was admitted on 8/25/14 and was a 

current patient.

(B)  The medical record lacked evidence that the 

patient was given a shower per the shower 

schedule.  There were no showers documented 

for the patient and no indication documented by 

nursing as to why the patient had not received a 

shower.

6.  Review of patient #10's medical record 

indicated the following:

(A)  He/she was admitted on 8/27/14 and was a 

current patient.

(B)  The medical record lacked evidence that the 

patient was given a shower per the shower 

schedule.  The record indicated that he/she 

received a shower on 9/9/14 only.  There was no 

indication documented by nursing as to why the 

patient had not received showers per schedule.

7.  Staff member #1 (Chief Nursing Officer) 

indicated the following in interview beginning at 

11:30 a.m. on 9/8/14:

(A)  Showers are given according to the shower 

schedule that is posted on the BHU.  The policies 

do not specify the frequency of the shower.

8.  Staff member #8 (Informatics RN) verified in 

interview at 3:15 p.m. on 9/9/14 that the medical 
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records above lacked evidence that the patients 

were given showers according to the shower 

schedule.  

9.  Review of shower schedule provided by staff 

member #1 indicated that each patient is 

scheduled for showers based on room # and that 

each patient would receive a shower 3 times a 

week if the schedule was followed.

10.  Facility policy titled "SHOWER AND TUB 

BATH SAFETY" last reviewed/revised 5/14 

addressed safety measures for taking a shower.  

The facility had no policy in place that indicated 

that the shower schedule that was posted was to 

be followed.
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